MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH B63-031083

DEPARTMENT OF PUBLIC MEALTH AND "ELFAgé STATE FILE NUMBER
DO NOT WRITE AMERDED Registration District No. ________ __(_)___,Prmury Registratian District No. ____.3_91§_-.._Re9m‘ur ‘s No. _-.15.5

ON THIS §TUB IG D
CE OF DEATH 2. USUAL RESIDENCE {Where doceased lived. If institution: Residence before

a. COUNTY 8. STATE A4 . « b. COUNTY admiskion)
Miago Veanon

b. CITY [If ounside corporate limits, give TOWNSHIP only) Length of stay in 1b <. CITY Inside Limits ~
- OR

OR
TOWN Nevada TOWN Sk / Yes [1 Ne K
c. FULL NAME QF (If NOT in hospiral, give lacarian) Inside Lirmits d. STREET (If “cutaida, give location] Retida on Farm

SRS Nevada (ite Aogpt p wen | RR g e

3. NAME OF DECEASED First Middle Last 4. DATE Month Day Year
Type or print) -

Pattie S Melullough M gl 29 ek
5. SEX 6. COLOR OR RACE 7. Married [ Never Narried [J ﬁ DA ZO BIRTH | 9 AGE (lan b-rvﬂ-v)‘#r UNDER'I YEAR 1F UNDER 24 HR
/'_" W}u'jp Widowed [ Divorced [ //} /Ic{’él 8/ Months Days | Hours R

10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BIRTHPLACE (City and srate or country) | 12, CITIZEN OF WHAT COUNTRY

_ during most gf working life, eyen if retired) none [VG.[/Q /no U :S‘ A.
ouAe vy fo en, hd b
13a. FATHER'S NAME u- 13b. MOTHER'S MAIDEN NAME 4. NAME OF HUSBAND OR WIFE

Francia M. H’aﬂzeﬂ. izabeth (ox Henry Me (ullough
15. WAS DECEASED EVER IN U.5. ARMED FORCES? 16 ITY NQ. 17. INFORMANT Addrass

(Yes, no, or unanwn)l [If yes, give war or dates of serv| ﬂ,/lad amoiﬁy ya .S}Lela’an,, {no

18. CKI:ISE OF DEATH (Enter only one cause per ling Tar {a), (6], . INTERVAL BETWEEN
PART I, DEATH WAS CAUSED BY: ONSET AND DEATH

IMMEDIATE cause (o) - Mesenterie thrombosis 48 hrs

VS 300
Rev. 4/59

DATE AMENDED

DOCUMENT

Condition, if any, ovetow) Arteriosclerotic heart disease clasg IV Unknoyn-

which gave rise fo

above cavse (a},

taling the under. B i am A e o e mem e

lying cause ls3t. DUETO e} =« v L0022 ", = T .

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH but nor related 10 the rerminel PART )il 1f  decested was  female was|
disease condition given in PART | (a) there & pregnancy in last 90 days.

Cerebral arteriosclerosis, severe. [0 va | oo | O voknown
19. WAS AUTOPSY 20a. ACCIDENT  SUICIDE HDMD1C|DE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART I or PART 11 of item 18.)
: W 0

PERFORMED
YES O NO

20c. TIME OF  Houl  Manth, Day, Year |
INJURY am.
p.m.

20d. INJURY QCCURRED 200. PLACE OF INJURY [e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK [] farm, factory, street, office bldg., etc.)
NOT WHILE AT WORK [J

21, 1 sttended tha decessed fram MaI‘Ch 2 1954 IoMMnnd lant law_;:z"_nliva on. JU.lV ?8 4 1963

Death occurred at. 2: 5 5 AM. m on the date stated sbove, and to the best of my knowledges, from the causes stated.
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MEDICAL CERTIFICATION

USE BLACK INK

22a. SIGNATURE (Degree or title) 22b. ADDRESS ‘ B 22¢c. DATE SIGNED

Mopre Building, Nevada, Missouri|?7-%-63
CREMATION, TE 23c. CEMETER\‘ OR CREMATORY 23d. LOCATION (City, town, ar :nunw) (State)

_EMI(?\'L'J\L {Specify) 7/3///963 Lajze Canmy [.cmaﬂ. Yo,
igeg;i? LLI::;T/?;.[ flome Sheldon, f"’o - ?’,3__- /963 ‘ szz » ] jm \

{Licensed Embalmer's Siatament on Reverse Side)

TYPEWRITER RIBBON
SHOULD READ ~

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

hereby certify that the body whose name is recorded an the reverse side of this certificate was embalmed by me,

or by s ; Student Embalmer No.

working under my personal supervision.

Student | ) Signed/%ﬁf?/m@f//@?y

Signature of Student Embalmer .
Licensed Embalmer No é / {/

P. 0. Addresu%%_éa

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license). o ’

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

Jf this body_is not embalmed, fact should be so staled above. .

-




